. Compared to the chronic group, the acute group had a greater percentage of hemopericardium (10.6% vs 0%, P = 0.04), but with better left ventricular end-diastolic dimension (LVEDD) (54.86 ± 10.36 vs 61.74 ± 12.03, P b 0.01) and left ventricular ejection fraction (LVEF 61.94 ± 8.60 vs 56.85 ± 10.51, P = 0.02). The chronic group had higher percentage of diabetics (4/37 vs 1/94, P = 0.02) and longer length of hospital stay (16.57 ± 13.03 vs 9.96 ± 10.84 days, P b 0.01). Chronic group and acute group had same percentage of aortic insufficiency. Concerning other clinical variables, including the average length of ICU stay, as well as postoperative complications, there were no significant differences (Table 2) .
Early outcomes and causes of in-hospital death are shown in Table 3 . Overall in-hospital mortality was 34.4% (44/131), while it was 42.6% (40/94) in the acute group and 13.5% (5/37) in the chronic group (P b0.01). Both medical and surgical therapies have an obvious influence over short-and long-term outcomes in patients of chronic type A aortic dissection (Fig. 1) . Univariate predictors of mortality were length of hospital stay and treatment plan.
Eight patients were lost in follow-up at second year. There were 16 cases of late deaths at two years follow-up, of which 6 died of aortic dissection related to complications and the other 10 died of unknown cause. Overall one-year and two-year survival rates were 56.7% and 51.2% respectively (Fig. 2) . In our study, 8 out of 87 patients (9.2%) discharged after the initial repair of aortic dissection required reoperation on the prehistoric aorta. The acute group had higher mortality in two years survival compared to the chronic group (45.5% vs 34.3%, P = 0.04) (Fig. 3) . The use of ACEI, beta blocker, and CCB were associated with improved survival in all patients, though actual long time survival was similar in both groups (36.4% vs 48.6%) (Fig. 4) . The leading cause of death was ruptured aorta in both groups.
In our study, chronic type A aortic dissection has higher in-hospital mortality even though it is not an independent factor. The interval between initial repair and reoperation are usually reported as being from 5 to 6 years [4] . In acute phase, the mortality of type A aortic dissection is as high as 22.7% to 68% [5] . When it is chronic, the mortality comes to 31% to 66% [6] . Concistrè et al. [7] overestimates the time to occurrence as an indication for reoperation. However, these studies have proved to be non-representative because a considerable proportion of patients with acute aortic dissection die prior to admission and data on prehospital deaths are not available [8] .
We found that reoperation often occurred after two years. One reason was that the aorta yet again created secondary aortic dissection along with historic aorta. Extension of proximal and distal aortic resection was associated with increased reoperation. We applied nearly the same patient selection criteria to our study with the IRAD study. Therefore, we believe that our findings have strong implications in terms of perioperative management and long-term follow-up for chronic aortic dissection patients.
Considering lack of new data on chronic TA-AD survival, there is a need to reassess the therapy protocol for TA-AD and evaluation following discharge. Further investigations are required in the future, which we are optimistic about. Fig. 1 . Kaplan-Meier curves. Actuarial survival in chronic and acute group patients with type AAD (including in-hospital deaths). 
